In 2003, the National Institute for Mental Health England published a landmark document, Personality Disorder: No Longer a Diagnosis of Exclusion, 1 which highlighted the stigma experienced by individuals with personality disorder, their difficulties in accessing services and the widespread belief amongst health professionals that personality disorder was untreatable. Since then, there have been huge advances in the understanding of its aetiology, the emergence of evidence-based psychological therapies tailored to the treatment of specific personality disorders, and the growth of service provision for patients diagnosed with personality disorder in both the National Health Service (NHS) and the Criminal Justice System (CJS) in the UK. With increasing international research collaborations amongst academics and clinicians, and the promise of radical changes in the diagnostic conceptualisation of personality disorders in the forthcoming International Classification of Diseases, 11th revision, 2 these are indeed exciting times in the field of personality disorder. So why are so many psychiatrists, including forensic psychiatrists, seemingly unaware of or lacking interest in these developments?
What are personality disorders?
Personality disorders are a type of mental disorder characterised by enduring, pervasive and inflexible patterns of behaviour, cognition, inner experience and interpersonal relationships that deviate from those accepted by the individual's culture. These difficulties develop in adolescence or early adulthood and lead to significant distress or disability. Although aetiology is likely to be multifactorial with no simple causal relationships, there is much evidence for the role of early adverse childhood experiences such as trauma and abuse, and the frameworks of psychodynamic theory and attachment theory are pertinent in understanding the development of the disorder. 3 Personality disorders are undiagnosed globally, and epidemiological estimates of prevalence vary across countries. 4 In the UK, the prevalence in the general population has been reported as 4-5%, 5 and the prevalence in psychiatric populations is much higher, and is estimated to be between 33% and 52% in psychiatric outpatients according to the particular study, and between 50% and 70% in inpatient settings. 6 Of particular significance for forensic psychiatrists, it has been estimated that up to 70% of the prison population 7, 8 and 50% of the probation population 9 meet the diagnostic criteria for at least one type of personality disorder. Not surprisingly, the most common personality disorder found in offenders is antisocial personality disorder. 10, 11 Personality disorders have a high co-morbidity with other mental illnesses, particularly anxiety, depression and substance-use disorders, and where co-morbidities exist, outcome is poorer. [12] [13] [14] [15] People with personality disorders are also more likely to suffer physical ill health than those without 16 and have a reduced life expectancy. 17 Rates of self-harm and suicide are significantly higher in individuals with personality disorder, as are rates of violence in personality-disordered offenders compared to offenders without the diagnosis. 18 The patients psychiatrists dislike It would therefore seem self-evident that psychiatrists should be routinely involved in the assessment, management and treatment of patients with personality disorder. However, despite almost two decades of concerted national policy efforts in the UK to raise the profile of the plight of people with personality disorders and investment in dedicated personality disorder services, and a decade since the publication of National Institutes of Health and Care Excellence guidelines on the management and treatment of borderline and antisocial personality disorders, 19 ,20 many psychiatrists remain on the periphery of service provision and progress in the field.
In 1988, Lewis and Appleby showed that psychiatrists held negative attitudes towards patients with a diagnosis of personality disorder, perceiving them as more difficult and less deserving of care than controls, and recommended that the concept of personality disorder should be abandoned. 21 Almost 30 years on, psychiatrists' beliefs and experiences of patients with personality disorder continue to be problematic. A recent study using Lewis and Appleby's original questionnaire demonstrated that trainee psychiatrists' attitudes towards patients with borderline personality disorder were more negative than towards those with depression, and they also felt less motivated when working with personality disorder. 22 The authors offer salient explanations for these findings -that such patients tend to be emotionally draining, and the impulsive and destructive behaviours characteristic of borderline personality disorder such as self-harm, suicidal behaviour, substance misuse, gambling and sexual promiscuity challenge social and moral norms and provoke negative cognitive and emotional reactions in clinicians -and call for increased training in evidence-based practice for mental-health professionals working with these patients.
The Personality Disorder Knowledge and Understanding Framework
What should such training look like? In considering this question, it is worth reviewing the successive UK government-backed initiatives and policies, in which training and education have been an integral part, which followed Personality Disorder: No Longer a Diagnosis of Exclusion. As well as recommendations to improve service provision for those affected by personality disorder, this document also highlighted the imperative to develop training provision for mentalhealth professionals to create the knowledge, skills and competencies needed for working with personality disorder. In 2004, the UK government launched the National Personality Disorder Development Programme which aimed to develop coordinated services in health, criminal justice, education and social care, initially funding 16 pilot projects in the NHS. 23 In 2010, following the publication of the Bradley Report 24 which exposed the need for a public-health approach to the care and treatment of offenders, the Dangerous and Severe Personality Disorder (DSPD) programme 25, 26 evolved into the Offender Personality Disorder Pathway, 27 a national strategy for managing high-risk personality-disordered offenders across the CJS and NHS by creating more therapeutic environments in prisons, probation and forensic institutions, providing specialised treatments for offenders with personality disorder and developing a national training programme, the Knowledge and Understanding Framework (KUF), 28 to help prison and probation officers better identify, understand and manage their clients with problematic personality traits and behaviours.
The KUF was commissioned jointly by the Department of Health and the Ministry of Justice in 2007, and was co-produced and delivered by a partnership consisting of the Tavistock and Portman NHS Foundation Trust; the Institute of Mental Health, Nottingham; the Open University; and Emergence, a service user-led organisation which worked to improve the lives of those affected by personality disorder in the UK. The programme is comprised of three levels -foundation (awareness level), undergraduate degree and master's degree -and includes both face-to-face learning and Internet-based interactive e-learning materials. To date, more than 100,000 people have been trained in the KUF across the health, criminal justice and social-care sectors, and evaluations of the programme have demonstrated improvements in levels of understanding and capabilities, and a reduction in negative emotional reactions towards people with personality disorder. [29] [30] [31] Service user co-production One of the particular strengths of the KUF is that it is co-produced and delivered with service users (sometimes called experts by experience) -individuals with lived experience of having a diagnosis of personality disorder or being in a caring role for such a person. This is a model which is aimed at challenging prejudices and reducing stigma, as well as enhancing mutual understanding between the clinicians being trained and the service-user trainers. Thus, professionals can have an insight into what it feels like to have a diagnosis of personality disorder, and the trainers with such a diagnosis may become more aware of how they might come across to others. The co-production approach has been shown to be effective for training in general mental health in several studies since the mid-1990s, and more recently in training specific to personality disorders. 30, 32 The need to monitor countertransference As well as service-user involvement, another important element in any training for practitioners who work with people with personality disorder is recognition of the inevitable emotional impact that such individuals have on those involved in their management and care. Patients with personality disorder often evoke negative feelings in professionals such as anxiety, condemnation, therapeutic nihilism, guilt, hopelessness, devaluation and loss of one's professional identity. If such feelings are not acknowledged and explored, they may contribute to a negative service culture, and consciously or unconsciously influence clinicians to behave in harmful ways -for example instituting punitive interventions such as seclusion, forced medication or arrest; referring to more secure services when unnecessary or denying treatment altogether; or violating professional boundaries -thus effectively repeating the patterns of abusive relationships that the patient has suffered in childhood. [33] [34] [35] A psychodynamic approach is useful here in understanding how the clinician's (or team's) emotional reactions to the patient -the psychoanalytic concept of 'countertransference' -is an unconscious projection of the latter's difficulties in their relationships to self and others, stemming from adverse experiences within their earliest attachment relationships to their caregivers which are unconsciously replicated within the therapeutic relationship; and highlights the importance of regular clinical supervision and forums such as reflective practice, case discussion and Balint groups, where clinicians can discuss and explore their affective responses and dynamic relationships between the patient and themselves.
Recommendations for training
In a forthcoming position statement on personality disorder, 36 the Royal College of Psychiatrists recommends that all psychiatrists should be trained in the assessment and diagnosis of personality disorder, evidence-based theories of aetiology and treatment approaches, optimisation of the treatment setting, relational practice, appropriate use of medication and psychotherapies developed specifically for personality disorder such as mentalisation-based treatment, 37 dialectical behaviour therapy 38 or schema therapy. 39 Training should include experiential learning and the involvement of experts by experience and carers. These recommendations are timely but present a challenge to the current revision of the General Medical Council's psychiatry curriculum, which focuses on achieving competencies but does not mandate what teaching methods and types of experience in managing and treating patients with personality disorder might best achieve these. Participation in a Balint group a is required in the current curriculum, as is direct experience in treating patients with two different modalities of psychotherapy (usually psychodynamic psychotherapy and cognitive-behavioural treatment) but for the most part, trainees will not gain further experience in specifically treating patients with personality disorders unless they are working in a specialised personality disorder service.
In most services, psychologists are primarily responsible for delivering psychological treatments for patients with personality disorder, and within the psychiatric workforce, most of the expertise in personality disorder is located within the medical psychotherapy and forensic psychotherapy subspecialisations. However, any psychiatrists working closely with patients with personality disorder, which would include many forensic psychiatrists, should receive enhanced training, including experience of working within and across different tiers of the personality disorder service pathway, and be able to work at the required emotional level, which may also indicate a need for personal therapy (already a requirement for psychiatrists training in psychotherapy).
Despite significant progress in the field, many individuals with personality disorder continue to experience stigma and marginalisation from services, the provision of which remains patchy and uncoordinated locally and nationally. 40, 41 If psychiatrists are interested in improving the lives of our patients, whose presentations are often complex and do not fit into neat diagnostic categories, and whose mental illnesses are frequently intertwined with personality pathology, they need to be more willing and confident in assessing and treating patients with personality disorder and not relegate this to psychotherapists or psychologists alone.
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